the cubicles. A third and a fourth patient can then be interviewed. As the panel lights go on the doctor can see who is ready. If interviews are long or patients undress quickly the first two may be ready before the third can be summoned. If interviews are short or patients undress slowly four patients may be interviewed before any are ready. After examination the first patient returns to his changing cubicle. When dressed he lights his panel. Meanwhile the second patient is examined, and so on until all have been examined. While they are dressing, notes and forms may be completed. Those requiring further interview can be called back into the consulting room: others can leave through the outer door of their cubicle. Patients not needing to undress can be seen entirely in the consulting room. Those requiring a biopsy, patchtest, or some other procedure go to the treatment room via the waiting area. They are given a note for the nurse, who prepares the necessary equipment. Soundproofing of rooms and cubicles is adequate, so that privacy of consultation is achieved. Belongings are safe in the locked cubicles during examination, and the indignity of walking about a clinic in communal ill-fitting gowns is avoided.
Improvements in the suite were made when designing the new Shrewsbury district general hospital. The doctor can operate a light in the changing cubicle from his desk to call the patient into the examination room and, later, into the consulting room. There is a door from one examination room to the treatment room so that the doctor and patient need not go via the waiting area. Ceiling fans prevent cubicle stuffiness in one suite and a more open style of cubicle in another, and in each suite the doors on one changing cubicle are wide enough to take a wheelchair.
Comment
Only one clerk is needed to bring patients and their notes to the clinic and a qualified nurse to organise special tests and treatments. At both hospitals the suites have been duplicated, and the same staff serves two doctors. The design of the rooms is best suited for clinics with a high turnover of patients who need to undress. The doctor has to overcome the difficulty of remembering the problems of up to five patients at a time, but with practice the facility is readily acquired and may even be stimulating. 
This response of acute myelomonocytic leukaemia to steroids is most unusual and contrasts with the fairly common response in acute lymphatic leukaemia.' 2 In acute myelocytic leukaemia combination treatment with cytotoxic agents and a steroid produces a 30% remission rate in adults.' It is doubtful whether steroids alone, even in massive dosage, ever benefit adults with acute myelocytic leukaemia.' Spontaneous remission is rarely described3 in association with infection and carcinoma, which were not present here. The diagnosis of relapsing polychondritis may be suggested by characteristic clinical features and confirmed by the histological appearance of a biopsy specimen from an affected area of cartilage.' The cause of the disease is unknown, though the appearance of circulating anticartilage immunoglobulins2 and the ability of cartilage antigens to transform lymphocytes from these patients3 4 suggest an organ-specific autoimmune aetiology.
We report a case of relapsing polychondritis with antecedent thyroid disease, diabetes mellitus, and vitiligo in which antibodies to human cartilage, thyroglobulin, intrinsic factor, and gastric parietal cells were present.
Case report
A 46-year-old woman developed hypothyroidism in 1971, 21 years after undergoing thyroidectomy for thyrotoxicosis. At the age of 31 she had developed insulin-dependent diabetes mellitus. Seven years later nasal swelling and tenderness occurred. After another seven years a second episode of nasal swelling resulted in destruction of the nasal septum. Both episodes remitted spontaneously. After 15 years of progressive, right-sided conductive deafness stapedectomy was performed at the age of 41. Intubation was difficult on two occasions. Aged 46 years she developed severe pain and inflammation in the third, terminal interphalangeal joint of the left hand, with similar changes in the right first metatarsophalangeal joint. Soon afterwards both pinnae became swollen, red, and extremely tender. Extensive vitiligo was present together with lipoatrophy at sites of insulin injections. Bilateral exophthalmos with slight ophthalmoplegia was present.
Erythrocyte sedimentation rate was 90 mm in the first hour, and there was normochromic anaemia (Hb 109 g/dl) and polymorphonuclear leucocytosis (5-8 x 109-10-65 x 109/1 (5800-10 650/mm') 
Comment
Intermittent acute inflammation of aural, nasal, and articular cartilage is typical of relapsing polychondritis.1 Laboratory tests are unhelpful, though a raised erythrocyte sedimentation rate and mild leucocytosis are usually present.' Definitive diagnosis was made by the histological appearance of affected cartilage. Audiovestibular damage may occur as the presenting symptom,' and in our patient deafness may have been the first manifestation of the disease. Difficulty with intubation many years later suggests that tracheal cartilage was affected.
Hashimoto's thyroiditis with myxoedema,5 goitre,l and diabetes mellitus3 5 have been associated with relapsing polychondritis and often precede the cartilaginous manifestations by many years. To our knowledge there has been no report of Graves's disease, diabetes mellitus, and vitiligo occurring in a patient with relapsing polychondritis and gastric parietal cell and intrinsic factor antibodies.
We postulate that the associated widespread autoimmune disease in this case of relapsing -polychondritis suggests an organ-specific autoimmune aetiology for the condition. The presence of circulating specific antihuman cartilage antibodies supports this view, though the antigen is unidentified. The finding of anticartilage antibodies in two out of three cases led to a similar conclusion.2 The relation between clinical disease of cartilage and circulating anticartilage antibodies is at present unknown. Cell-mediated immunity to cartilage has also been reported in polychondritis.3 4 A search for anticartilage antibodies together with clinical and immunological evidence of other autoimmune disease should be made in all suspected cases.
The autoantibody tests were performed in the Department of Immunology, the Middlesex Hospital, London. We are most grateful to Professor D Doniach and Dr G F Bottazzo for their help.
1 McAdam, L P, et al, Medicine, 1976, 55, 193. 2 Hughes, R A C, et al,Quarterly Journal of Medicine, 1972, 163, 363. Time and the consultation in general practice Buchan and Richardson have shown that the average time for a consultation in general practice is five minutes.' This brief contact is generally regrettedl-4 and it is assumed that a longer interview would help the patient's recovery. My inquiry tested this assumption in a group of patients with minor complaints in whom no definite diagnosis could be made, by comparing the outcome of long and short interviews during which "treatment" and "no treatment"5 were given.
Patients, methods, and results
At 52 general practice surgery sessions 200 patients in whom no diagnosis could be made were randomly selected for one of four treatments. Short treatment and short no treatment were given at consultations which lasted under five minutes, and long treatment and long no treatment were given at consultations intended to last over ten minutes. In the short consultations there were no unnecessary discussions or investigations and the interview was ended as soon as possible, either by giving a plausible diagnosis and prescribing treatnent, or by telling the patient that as no evidence of disease had been found he required no treatment. Short consultations averaged 3-7 minutes. In the long consultations additional investigations were made, discussion of the complaint was encouraged, and attempts were made to explore the patient's psychological and social background. In longtreatment interviews the patient's complaint was accepted, he was confirmed as ill, an acceptable diagnosis was made, and he was given treatment. In the long no-treatment interviews time was spent in convincing the patient that he was not ill and that treatment was unnecessary. Sometimes it was difficult to prolong the long consultation for the full ten minutes, particularly where the patient saw his complaint as simple and physical. Long consultations averaged 10 minutes.
All the patients were asked to return in a week if they were no better. Their record cards were examined a month later to discover whether they had returned to see any of the doctors in the practice with the same or with a different complaint. This was the criterion of outcome on which the four treatments were compared, and the results of using this correspond with those obtained by asking the patients at the end of the month whether they got better or not.5
The results of the four treatments are shown in the Patients who returned with the same complaint .. ..
